Poster discussion hub abstracts cervical hardness with reduced cervical length (Consistency = 0.0062*cervical length + 2.5152) of weak correlation (r=0.039). Despite the apparent 2.5mm difference in cervical length between LLETZ and control cases, there was no significant difference in cervical consistency between these groups (2.69 IQR; 2. Objectives: Studies reported that transabdominal measurement of the uterine artery pulsatility index for pre-eclampsia screening has a relatively low interobserver reproducibility, mainly because the uterine artery is not sampled in the same place every time. Therefore, it is important to accurate identify the uterine artery segment at which to perform the measurement. Our aim was to visualise and characterise the uterine artery at the cervical level, by three-dimensional (3D) power Doppler reconstruction, at the time of first trimester screening for pre-eclampsia. Methods: Ultrasound volumes were acquired transvaginally between 11 and 13 gestational weeks, in singleton pregnancies, using a Voluson E8 Expert machine with a RIC 5-9D transducer and were analysed offline with 4DView software on a personal computer equipped with a graphic card. Results: We were able to reconstruct the spatial structure of the uterine artery in 102 from 114 cases (89.5%). At the cervical level, the uterine artery always forms a loop, with an anterior descending and posterior ascending segment. Loop spatial position and the appearance its segments vary according to the parity. In nullipara, the loop is most of the times regular, with variations in its orientation. Usually It has an anteroposterior position above or at the level of internal os and it represents the most inferior point of uterine artery at this level. In multipara, the loop is almost always rotated, its segments are tortuous and more elongated. The loop is often not the most inferior point of the uterine artery, and its anterior afferent segment sometimes descends below to the level of the loop. Conclusions: Using three-dimensional reconstruction, we demonstrated the appearance of the uterine artery at the level of the cervix. Understanding the spatial arrangement of uterine artery could enhance the performance of pulsatility index measurement.
Methods: Our study included pregnant women at their first pregnancy and women at high risk for PE (PE or growth restriction in previous pregnancy). We screened patients at 11-14 weeks of gestation using the FMF algorithm including: maternal characteristics and medical history, blood pressure, biochemical markers (PAPP-A and PlGF) and biophysical parameters measured at the early scan ultrasound (CRL and uterine artery PI) to calculate the risk for pre-eclampsia. A risk of 1:100 or higher was defined as 'increased' risk of preterm pre-eclampsia. The primary outcome measure was pre-eclampsia, week of onset and gestational age at delivery as inferred from medical records. Other pregnancy complications and neonatal outcomes were also collected. Results: In total 428 women were included in the study. Currently, 375 patients have delivered and follow up is complete for 357 patients. The results presented here are therefore preliminary. This far 25 women (7%) developed PE of whom 6 (24%) delivered before 34 weeks and 11 (44%) delivered before 37 weeks. Of the women with preterm PE 73% was identified as high-risk as by the algorithm.
Further analysis are planned to assess the predictive ability of the algorithm in our study population. Validation of the risk assessment will be tested with ROC curves and calibration. Conclusions: If the performance of the algorithm proposed by the FMF is satisfactory in identifying patients at high risk for PE, the screening can be implemented and preventive strategies with low-dose aspirin instituted as part of routine clinical care.
